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Abstract
Background: The evidence surrounding the value of workplace health promotion in positively influencing employees’
health and wellbeing via changes to their health behaviours is growing. The aim of the study was to explore
employers’ views on the promotion of workplace health and wellbeing and the factors affecting these views.
Methods: Using a qualitative phenomenological approach, 10 focus groups were conducted with employers
selected from a range of industries and geographical locations within Western Australia. The total sample size was 79.
Results: Three factors were identified: employers’ conceptualization of workplace health and wellbeing; employers’
descriptions of (un)healthy workers and perceptions surrounding the importance of healthy workers; and employers’
beliefs around the role the workplace should play in influencing health.
Conclusions: Progress may be viable in promoting health and wellbeing if a multifaceted approach is employed
taking into account the complex factors influencing employers’ views. This could include an education campaign
providing information about what constitutes health and wellbeing beyond the scope of occupational health and
safety paradigms along with information on the benefits of workplace health and wellbeing aligned with perceptions
relating to healthy and unhealthy workers.
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Background
Prevention of chronic diseases is an important global
health issue [1, 2]. Unhealthy lifestyle practices such as
poor nutrition, physical inactivity, alcohol use, and smok-
ing can contribute to the chronic disease burden and sig-
nificantly impact population health outcomes [3, 4]. At
the workplace, unhealthy lifestyles have been shown to re-
duce productivity and increase absenteeism and present-
eeism [3, 5]. Workplaces provide access to a considerable
proportion of the adult population and as such are an
ideal setting for health promotion initiatives [3, 6–8].
Therefore, programs aimed at the workplace have the po-
tential to reach a large segment of the population who
might not be exposed to other health promotion initiatives
[9]. Workplaces also provide an opportunity for tailoring
programs and health messages to meet specific needs of
industry segments and demographic groups.
Health promotion efforts are usually directed towards
improving the health of a workforce through initiatives
such as health risk assessments, vaccinations, and well-
ness activities targeted at improving healthy eating,
physical activity, cigarette use, alcohol consumption, and
mental health outcomes [5, 6, 10, 11]. Another area that
influences the health of employees, but is often consid-
ered separate from health promotion, is occupational
health and safety or health protection. Occupational
health and safety encompasses efforts that prevent injury
or illness due to workplace specific exposures, by con-
ducting safety training, environmental modification, and
the provision of and use of personal protective equip-
ment [6]. There is often an overlap between health
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promotion and health protection (e.g., creating smoke
free zones) and there are calls to integrate both areas be-
cause both contribute to the overall health and wellbeing
of employees [6]. Further, in many jurisdictions, health
protection is codified in occupational health and safety
or similar regulations. Health and wellbeing in the work-
place can be viewed as a broad concept comprised of
personal satisfaction; work-life satisfaction; and general
health which is a combination of mental/psychological
health and physical/physiological health [12].
The evidence surrounding the value of workplace
health promotion in positively influencing employees’
health and wellbeing via changes to their health behav-
iours is growing [13–19]. Several factors influencing the
implementation of workplace health promotion pro-
grams have been identified [20]. These factors act at
multiple levels of influence with implementation deter-
minants including characteristics of the socio-political
context, the organisation, the implementer, the interven-
tion program, and the individual [20]. A range of stake-
holders share an interest in workplace health promotion
ranging from employers and employees to insurance
companies, occupational physicians, various government
departments, labour unions, universities, and organisa-
tions with a health promoting focus [21]. At the level of
the organisation, two under-researched aspects of par-
ticular interest are employers’ perceptions regarding the
importance of having healthy workers and the responsi-
bility these staff feel towards influencing worker health
[21–24]. Their perceptions are important because an in-
tegral part of implementing health promoting policies
and programs into the workplace is obtaining support
from those in managerial or leadership roles [6, 25–29].
Literature exploring the perceived role of the workplace
in influencing employees’ health behaviours is limited,
with much of the work carried out solely exploring em-
ployees’ views (e.g., Pridgeon and Whitehead [30]), and
only a few studies investigating the views of managers
or employees in leadership roles (e.g., Linnan et al.
[22]; Hannon et al. [31]; Audrey and Procter [24]). In
addition, limited research appears to have been con-
ducted in an Australian setting. Qualitative and quanti-
tative research carried out with stakeholders from
various organisations in the United States has revealed
that there is perceived merit in workplace health pro-
grams because they were able to improve employee
morale, reduce health care costs, increase productivity,
reduce absenteeism, and contribute to the positive pro-
motion of the company image [22, 31]. Several barriers
to their implementation have, however, been cited in-
cluding costs, time scarcity, logistical issues, and cul-
tural barriers [22, 31].
The literature indicates that creating a healthy work-
place is important [13–17] and given that many
workplaces do implement health promoting programs
for their workers, this would suggest that some em-
ployers feel they have a role to play in creating healthy
work environments. The difficulty is determining which
aspects contributing to employees’ health those in man-
agement or leadership roles should have responsibility for
and to what extent. Responsibility regarding occupational
health and safety is of clear importance, and often legis-
lated, while the lines are somewhat blurred and discretion-
ary in relation to activities covered under the broader
topic of health and wellbeing [6]. While employers in Lin-
nan et al.’s study [22] could see the merit in implementing
health and wellbeing programs, many did not believe it
was their responsibility to make such programs available;
ensuring worker safety was, however, perceived to be a key
responsibility. More research needs to be conducted ex-
ploring employer perceptions relating to responsibility re-
garding health and wellbeing at work.
Explanations of healthy workplaces are present in the
literature. For example, Sauter et al. [32] define a healthy
workplace as one that “maximizes the integration of
worker goals for well-being and company objectives for
profitability and productivity” (p. 250). There is, however,
a lack of information on employer perceptions surround-
ing what defines a healthy worker and, conversely, what
defines an unhealthy worker. Exploring their perceptions
may assist with understanding how such perceptions tie
into views relating to responsibility for worker health. The
present study used a qualitative approach to explore some
of the factors affecting employers’ views on the promotion
of health and wellbeing in the workplace. Qualitative
methods were deemed ideal given the paucity of research
in this area and the necessity to make meaning regarding
employers’ definitions and perceptions.
Methods
Phenomenology was used to underpin the research
process. This methodology promotes an examination of
the lived experiences of individuals and draws on tenets
from a number of disciplines including psychology, edu-
cation, and philosophy [33]. A qualitative cross-sectional
design involving focus groups was utilised to gather in-
formation about employers’ views on workplace health
and wellbeing and the factors affecting these views. The
study protocol was approved by the University of Western
Australia Human Research Ethics Committee.
Setting and sample
A purposive sample of participants was obtained. All
participants were 25 years of age or older and were busi-
ness owners or managers or were responsible for organ-
isational occupational health and safety, and so in a
position to influence changes to the workplace in terms
of health and wellbeing (i.e., a health and safety officer,
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team manager or leader, supervisor, or trainer). For the
purposes of this study they are referred to as employers
because they were acting as workplace representatives.
To elicit a broad range of responses and identify relevant
issues for various business groups, participants were
men and women, selected from a range of geographical
locations and industries; which were defined as blue or
white collar.
A social research agency was employed to recruit the
focus group participants via random digit dialling. As
part of the recruitment process, potential participants
were informed that they were being recruited to join a
discussion on health and wellbeing in the workplace. All
participants provided their informed written consent to
take part in the study prior to the commencement of
data collection. Participants were offered AUD$80
(USD$65) reimbursement for their time and expenses.
Focus groups
A total of 10 focus groups were conducted to collect the
data. Ten participants were invited into each group, with
attendance rates ranging from four to 10. The total sam-
ple size was 79. The demographic profiles of the groups
are presented in Table 1.
Focus groups were chosen as the data collection
method because (1) the area under investigation was
non-sensitive and topical (2) they enabled a diverse
range of opinions to be accessed, (3) they provided a
space to explore group dynamics and traits (both be-
tween and within groups), and (4) they were logistically
appropriate. The focus groups were conducted using a
semi-structured approach, as per Fontana and Frey [34].
The lead author facilitated each of the groups and a re-
search assistant was also present for the purpose of tak-
ing field notes. The discussion topics were introduced in
each group in a similar order, with some variations oc-
curring according to the spontaneous mention of par-
ticular issues by the participants. The discussion began
with a series of word associations relating to healthy
workers; unhealthy workers; and workplace health and
wellbeing. Participants were asked to write down on a
piece of paper, “What springs to mind when you hear
the words ‘healthy worker’?” The same activity was re-
peated changing the words to ‘unhealthy worker’ and
then ‘workplace health and wellbeing’. Each participant
read out their list of words or phrases to the group.
These conversations evolved into discussions around the
perceived importance of healthy workers, the role of the
workplace in influencing health and wellbeing, and im-
plementation of health and wellbeing initiatives in work-
places. Overall, the participants were very engaged in the
topics being discussed. The groups ran from 61 to 89 min.
Each group was audio recorded and recordings were sub-
sequently transcribed verbatim and de-identified to ensure
the confidentiality of participants.
Data analysis
All transcripts (including field notes) were uploaded into
QSR NVivo10 (QSR International Pty Ltd, Australia) for
coding and analysis. Analysis commenced prior to cod-
ing as the lead researcher engaged the research assistant
present at the focus groups in an analytical conversation
at the end of each group as a strategy for identifying and
unpacking concepts as they unfolded. In particular, par-
ticipant comments conveying significant emotion were
noted to further assist in the examination of meaning.
Subsequently, a coding hierarchy was created using the
discussion guide and themes emerging from the data
[35]. The initial coding framework was approved by the
members of the research team.
To begin with, the data were coded line by line to as-
sist with identification of concepts which were subse-
quently grouped together to form categories [36].
Changes were made to the categories throughout the
coding and analysis process as relationships between
concepts became clear; this involved both grouping and
modification of categories in conjunction with an on-
going dialogue with the research team. While all of the
data were coded, data saturation was reached prior to
the end of coding; at this point it was apparent that no
new information was emerging from the data and repe-
tition of concepts became consistent. Once coding was
complete, matrix searches were used to facilitate identi-
fication of issues most salient to different groups of
participants based on characteristics such as geographic
location, industry types, business size, and gender.
A number of steps were undertaken to ensure the
trustworthiness of the research. These included (1) tri-
angulation via the inclusion of a range of participants
in various roles residing in different locations and
working in variable sized businesses, (2) peer review
via ongoing discussion with the research team as well
Table 1 Demographic profile of groups (n = 79)
Group Location Industry Men Women Participants
1 Rural Blue collar 7 2 9
2 Rural White collar 0 6 6
3 Rural Blue collar 5 3 8
4 Rural White collar 8 2 10
5 Metropolitan Blue collar 4 5 9
6 Metropolitan Blue collar 0 8 8
7 Metropolitan Blue collar 4 0 4
8 Metropolitan White collar 3 6 9
9 Metropolitan White collar 0 8 8
10 Metropolitan White collar 8 0 8
Total 39 40 79
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as colleagues not working on the project on data cod-
ing and analysis processes, and (3) an audit trail involv-
ing the assistance of members of the research
examining the coding and analysis processes and inter-
pretation of findings [37].
Results
Three main factors were identified as influencing em-
ployers’ views on the promotion of health and wellbeing
in the workplace and these are summarised in Fig. 1.
These included (1) employers’ conceptualisation of work-
place health and wellbeing, (2) employers’ descriptions of
(un)healthy workers and perceptions surrounding import-
ance of healthy workers, and (3) employers’ beliefs around
the role the workplace should play in influencing em-
ployee’s health and wellbeing.
Employers’ conceptualisation of workplace health and
wellbeing
Previous research has shown that there is often confu-
sion regarding what workplace health and wellbeing en-
tails [12]. Therefore, to place conversations on the topic
of workplace health and wellbeing in context, it was
necessary to understand participants’ perceptions of
what it means. By carrying out the word association ac-
tivity in the focus groups, it enabled participants to think
broadly on the topic, which resulted in a wide range of
responses. Workplace health and wellbeing was perceived
Fig. 1 Employers’ views on the appropriateness of workplace health and wellbeing
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to encapsulate one or all of the following areas: occupa-
tional health and safety, mental health, nutrition, physical
activity, and general health issues. Responses varied from
group to group and within groups.
The rural groups viewed health and wellbeing in the
workplace as mostly relating to occupational health and
safety. This was particularly the case in the two focus
groups that were set in a large mining town where safety
was a prominent issue. Because of the narrow focus on
occupational health and safety in these two groups,
many conversations pertaining to other aspects of
workplace health and wellbeing (e.g., how lifestyle
health behaviour risk factors can be reduced) were
somewhat diminished compared to the other groups.
These participants were focused on safety issues relat-
ing to the avoidance of accidents and injuries. The
metropolitan groups, especially those comprised of
white collar workers, were more likely to view health
and wellbeing in the workplace as encompassing a
broader range of issues touching upon all themes iden-
tified. Women, more so than men, focused on health in
a more holistic manner. Across all groups, a particular
emphasis was placed on mental health issues, mostly in
relation to work-related and personal stress.
“Work/life balance, mental health, and then stress…
I’m dealing with a lot of people with mental health
and stress issues at the moment.” (FG9, metropolitan,
white collar, women)
Employers’ descriptions of (un)healthy workers and
perceptions surrounding importance of healthy workers
To effectively investigate the factors influencing em-
ployers’ views on health and wellbeing in the workplace, it
was important to understand their perceptions surround-
ing what defines a healthy worker and, conversely, what
defines an unhealthy worker. Several terms were used to
describe both the healthy worker and the unhealthy
worker and these were subsequently grouped into themes.
No weighting was given to any one aspect over another
when depicting the workers; however the frequency of
comments provided indicated that the state of workers’
mental health was the most salient defining feature.
The healthy worker was described in terms of positive
mental attributes. Examples of these attributes included
being alert, cheerful, focused, confident, and calm.
Healthy workers could also be recognised by their high
productivity, their collegiality, their use of safe work
practices, their healthy physical appearance, their ability
to maintain a work-life balance, and their health con-
sciousness (e.g., maintaining a healthy diet and sleeping
enough). In contrast, unhealthy workers were described
as having negative mental attributes (e.g., being stressed,
having a negative attitude, lacking self-respect, and
visibly unhappy), experiencing significantly reduced
productivity, lacking vitality and fitness, being unpleas-
ant company, not having a supportive network, regularly
making poor food choices, and being reliant on stimu-
lants (e.g., caffeine or cigarettes) and other drugs.
Most participants reported that healthy workers were
of utmost importance in the workplace. Reasons pro-
vided for this perception included the increased product-
ivity, more positive attitudes, and greater levels of safety
perceived to be associated with healthier workers. A link,
however, between the importance of healthy workers
and a need to introduce health and wellbeing initia-
tives at work was not often made by participants,
hence the dashed line instead of continuous arrow
presented in Fig. 1.
Productivity was the most frequently mentioned out-
come of importance in relation to having healthy
workers. Greater productivity was believed to translate
into higher business profitability. Unhealthy workers
were perceived to be more likely to take sick days or
carry out their duties in a slow manner due to fatigue,
thus costing the business. It was also noted that there
were difficulties associated with the need to fulfil duties
when workers with unique roles were absent.
“It’s very important because it affects the running of the
business. If you’ve got numerous people with sick days
and that sort of thing, it has a financial impact on the
business.” (FG10, metropolitan, white collar, men)
“I think it’s important because our employees are
actually friends and they’re people we care about and
we want them to be well and healthy for their own
sake. When somebody is not well their production is
down and that costs you as a small business, but the
money side is less important than the moral side of
their wellbeing.” (FG1, rural, blue collar, men and
women)
Employee attitude and demeanour were also highlighted
as typical traits of a healthy worker that were highly desir-
able in the workplace setting. For example, interactions
between fellow employees and customers or clients could
be positively or negatively influenced depending on the
mood of staff members. The morale of the team was listed
as particularly important.
“If someone is happy and cheerful, well they’re healthy,
they give better customer service, they work better with
their colleagues, and you’ve got a happier team. If
they’re cheerful they will joke amongst each other.
Having been in a position of being an unwell boss, I’ve
known how grumpy and glum and cranky and
irritable I can be.” (FG2, rural, white collar, women)
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“They want to be there, I mean obviously they boost
your morale, I mean the morale is going to be up.
When morale’s down everyone’s whinging, no one
wants to be there, it’s toxic.” (FG4, rural, white collar,
men and women)
Healthy workers were viewed as necessary due to their
role in maintaining workplace safety. This was most
commonly reported in the blue collar and rural groups.
Mental alertness was reported to be an integral aspect of
the healthy worker; this trait was singled out as a vital
feature of workers.
“You have to have a healthy (workforce), well from
where I come from, it’s the risk you know, if you’re not
healthy and fit you’re a danger. You know the size of
the stuff that I’m involved in someone can be killed,
you can be killed or, you know it can be massive. Plus
it’s a risk to everybody else. So you must be healthy
and happy.” (FG5, metropolitan, blue collar, men and
women)
In contrast to the beliefs reported above, it was re-
ported by a handful of participants that there was little
or no relationship between the health of employees
and productivity and other desirable traits (e.g.,
cheerful demeanour and team player). A manager of
a hotel mentioned:
“Down where I work, some of the staff may be
unhealthy, but whether or not I look at them as an
unhealthy staff member, well that doesn’t really make
much sense. Some of the healthiest staff there are the
laziest staff there. And some of the people that are
slow, oh not slow, but they don’t look healthy, they
smash out work. They know what they’re doing and
they get it done.” (FG7, metropolitan, blue collar, men)
A few participants believed that workers could engage
in high risk behaviours including regular illicit drug use,
while still maintaining high levels of competence and
success in their roles. This contradicts earlier descrip-
tions of healthy workers.
“Well I’d dispute that…I think the proof would be go to
(the city), there would be many drug users, many
lawyers on cocaine and are doing an exceptional job.
So it depends what you’re talking about.”
(FG10, metropolitan, white collar, men)
Employers’ beliefs around the role the workplace should
play in influencing employees’ health and wellbeing
Generally, participants identified a need for healthy
workers; however views varied between and within groups.
Employers’ conceptualisation of workplace health and
wellbeing also influenced their beliefs. Occupational health
and safety was unanimously viewed as essentially the role
of the workplace, however on the broad topic of health
and wellbeing, views differed depending on industry and
location and whether or not workplaces already prioritised
health and wellbeing initiatives. Such comments were
more pronounced in the rural areas and from participants
working in blue collar industries.
“During work hours I think yes. Because nowadays the
liabilities are generally on the employer to push for
safe work practice – was that a safe area that he was
working in when he hurt himself? That would be more
looked at than the actual person’s fatigue level or
something like that.” (FG1, rural, blue collar, men and
women)
“Obviously the health and safety of the workers is
paramount at work.” (FG3, rural, blue collar, men and
women)
Safety aside, it was felt that employers were respon-
sible for the health and wellbeing of employees, but that
the level of responsibility and context varied. It was first
and foremost up to the individual to maintain an accept-
able level of personal health, while the workplace was
often viewed as playing a more minor role that should
support employee health. There was reluctance to en-
force particular behaviours outside the scope of occupa-
tional health and safety as this was sometimes perceived
to interfere with personal choice.
Respondent 1: “Well certainly the employee is
(responsible). The management can have a view and
provide support, but I’ve been in organisations where
they have a gym and people choose not to use it – it’s
their choice. Or they have facilities for mental health
which they don’t choose to use, so it’s really a case of
providing the backup, but individuals are individuals
and they do what they wish.”
Respondent 2: “Themselves first, and then
management should be the people that are overlooking
it and seeing what he’s doing wrong or if he’s eating
bad or this and that, so it’s up to me it’s up to
management to say, “Hang on mate, come here”. Talk
to them on the side and say, “Try this. Try that. Have
a problem come back to me”. That is what it is.”
(FG8, metropolitan, white collar, men)
As mentioned earlier, the responsibility of the work-
place in terms of the mental health of their workers was
a strong theme throughout the focus groups. This was
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also related to friendships in the workplace and the
sense of responsibility, which was again, more salient in
those from smaller businesses. There emerged a hier-
archy of responsibility with safety at the top, followed by
mental health, and then lifestyle factors at the bottom
(e.g., nutrition and physical activity).
“That is part of your job as a boss so as to keep an eye
on the mental health of your workers to see where
they’re actually travelling. You obviously don’t want to
step into their personal lives but you’ve still got to be
on the edge of it, see if there are problems with the
family and that type of thing because that combined
with fatigue is absolutely critical to your people.”
(FG1, rural, blue collar, men and women)
“If we notice someone stressed we’ll pull them aside
and have a chat to them, if we notice any, I don’t
know, something unusual happening we’ll identify it
if we can and have a chat to the staff to make sure
there’s something not underlying that we can help
with. And we have workplace counselling available
where you can go and speak to somebody.”
(FG6, metropolitan, blue collar, women)
Around half of all participants reported having some
sort of policy or program relating to mental health,
cigarette use, alcohol consumption, healthy eating, or
physical activity indicating some level of perceived re-
sponsibility beyond occupational health and safety is-
sues. These included employee assistance programs,
healthy staff menus, smoke free zones, provision of low
and non-alcohol alternatives at work functions, and ac-
tive transport policies. Such programs were rarely re-
ported in small business settings.
In contrast to the findings reported above, some
participants felt that the workplace did not play a role in
influencing workers’ health and wellbeing. Such senti-
ments were often associated with two beliefs: (1) work-
places only exist to make money, and (2) the workplace
should not attempt to control personal lifestyle behav-
iours. The latter belief was often articulated as the
‘nanny state’. The nanny state was discussed with anger
and frustration by several participants especially those in
the rural groups; one participant threw their paperwork
into the middle of the table in a display of angry dismis-
sal regarding the concept of creating health and wellbeing
programs at work; thus highlighting the controversy of
this topic for some participants.
“If someone has got an unhealthy lifestyle, is the
workplace the place to try and sort that out? I don’t
think so. I think companies exist to make money they
don’t exist to improve people’s lives. They come to
work, work hard and you go home and if you’ve got
issues you sort it out at home. I don’t think the
workplace is a place to sort somebody’s issues out.”
(FG3, rural, blue collar, men and women)
“And this is the grey area, if you’re talking about the
organisation doing something for the individuals about
their health, because normally that’s an individual’s
choice, and most organisations wouldn’t see it as
their responsibility. It’s a bit like a ‘nanny state’.”
(FG8, metropolitan, white collar, men and women)
“I have a problem with the whole concept…our whole
society is moving where individuals don’t take
responsibility for themselves, and I’m not saying it’s
wrong for a workplace to adopt this, I think it’s quite a
healthy thing, but how much money do we spend on
it?” (FG4, rural, white collar, men and women)
To further explore the nanny state issues being raised,
participants were asked to imagine that they could apply
for funding to implement healthy workplace changes.
Perhaps counterintuitively, all expressed a desire to im-
plement changes if funding was provided. Their re-
sponses seemed to imply that many of their concerns
regarding a nanny state were somewhat alleviated and
indicated some sense of duty in relation to their em-
ployees’ health. Many of these responses were reported
in an enthusiastic manner, with excitement expressed
about the prospect of being able to help their colleagues
to achieve healthier lifestyles. Such a finding highlights
that many influences may be at play when employers are
making decisions relating to the implementation of
health promoting initiatives at work.
Interviewer: “So what about if you could apply for a
grant for up to $10,000 to improve the health and
wellbeing of your workplace in line with the smoking,
nutrition, alcohol, and physical activity areas. Would
that be appealing?”
Respondent 1: “Yes. It would relieve our funding
because we’re so tight on what we spend our money on.
To know that you actually had that money to spend to
promote wellbeing, hopefully that they will take on
themselves at the end of the day – it would be great.”
Respondent 2: “Definitely. I think if it was any form of
grant, I would turn around to my staff and buy a gym
membership for everyone and say, “Look, you’re
designated for two hours this week. You let me know
what hours suit you to go the gym or whatever”, or
some sort of a program.”
Respondent 1: “The benefit coming out of it that they
would continue that physical activity or that healthy
program and things like that. You can’t keep pouring
it into it. You hope that from the initial push then
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people will try and keep that.” (FG4, rural, white
collar, men and women)
Discussion
This phenomenological study explored some of the fac-
tors affecting employers’ views on the promotion of
health and wellbeing in the workplace. The identified
factors were complex and dynamic, with differences ap-
parent according to the location, size, and industry of
the workplaces represented in the study. The results
from the present study provide insights that may assist
researchers, health promoting organisations, practitioners,
insurance companies, occupational physicians, various
government departments, and labour unions to more ef-
fectively generate interest and action from employers to
create improvements in employee health outcomes and
associated work-focussed benefits. While the findings are
most applicable to the Australian context, they may have
relevance for international settings given the universal ap-
plicability of workplace health promotion and the growing
trend towards the implementation of health and wellbeing
programs in the workplace [13–19].
In the present study, workplace health appears
entrenched within a health and safety paradigm among
many of the employers (especially those from rural areas).
It also appears to be more commonly understood in larger
workplaces. In a recent research review, it was found that
workplace health and wellbeing programs are less com-
mon in small compared to larger businesses [38]. This was
largely the result of both direct program costs and indirect
costs including staffing and time. Further, a qualitative
study [39] involving 18 managers from small to medium
sized businesses in the United Kingdom, found that there
was limited awareness of what constitutes workplace
health promotion. If representative of the wider organisa-
tional community, the promotion of workplace health and
wellbeing is most likely to exist in larger businesses that
have clearly distinguished it from their legal responsibility
for health and safety. A workplace education campaign
providing clear information about what constitutes health
and wellbeing beyond the scope of occupational health
and safety paradigms may be warranted to enable a dia-
logue within workplaces to open; this may be especially
relevant for smaller workplaces.
The results of this study add to the field by providing
definitions and descriptions of both healthy and un-
healthy workers. Previous research demonstrates that
employers’ beliefs and perceptions surrounding the im-
portance of healthy workers may be key factors influen-
cing the creation of workplace health and wellbeing
initiatives [12]; while this was also found in the present
study, the link was not nearly as convincing. More re-
search that can further explicate this link and any mod-
erating or mediating factors is required. Despite this, it
is recommended that information on the potential bene-
fits of the promotion of workplace health and wellbeing
aligned with perceptions relating to healthy and un-
healthy workers may be necessary to contextualise infor-
mation provided.
The results of this study add to the existing literature
demonstrating that while employers may be cognisant of
the benefits of healthy workers, they remain uncertain
about their personal or corporate responsibility to pro-
vide health promoting opportunities for their em-
ployees. Reluctance to direct employees on matters
outside the scope of their job roles has been reported else-
where [21, 24, 31, 38]. For example, McCoy et al. [38]
found that in small businesses, employers expressed a
strong disinclination to “meddle” in their employees’ lives
in relation to the promotion of health and wellbeing initia-
tives. This reluctance may also reflect the views of some
employers in this study that it is possible to be an effective
employee while exhibiting poor lifestyle choices.
Employers from smaller workplaces in the current
study were more likely to describe feeling personally re-
sponsible for their employees’ health, particularly their
mental health. This contrasts with employers from larger
workplaces who were less likely to express that it was
appropriate for them to make suggestions relating to
their employees’ lifestyle choices. Workplaces that have
a high risk of injury, such as mining, were focused on re-
ducing injury risk, which may include strategies to re-
duce alcohol and other drug consumption, treat mental
health issues, and improve the physical fitness of em-
ployees. However, such strategies are within the context
of reducing immediate threats to injury, rather than in-
fluencing the broader lifestyle choices of employees. In
these workplaces, once the decision to change work
practices is made, employers are empowered to imple-
ment new policies and practices. This contrasts with
other similar sized businesses in different industries, or
medium and small businesses in other industries, where
the risk of serious injury at work was considered unlikely
and therefore employers expressed greater reluctance to
suggest or dictate changes in work practices for health
purposes. Previous research has shown that employers
typically do not feel responsible for influencing their em-
ployees’ health behaviours [21–23], unless there is a risk
of injury. Moreover, prior research demonstrates that
the way in which ‘responsibility’ is perceived between
employers and employees is different, whereby em-
ployers and other stakeholders (e.g., labour unions and
insurance companies), view responsibility as being akin
to duty [21]. In contrast, employees view responsibility
as the equivalent to autonomy. It has been suggested
that this conceptual incompatibility may result in distrust
between stakeholder groups [21]. Such a finding may have
important implications, in light of the results from the
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present study, especially as they relate to the need for clear
communication regarding different stakeholders’ positions
on responsibility (e.g., nanny state concerns).
While many participants in the present study did not
report feeling responsible for their employees’ health,
they expressed concern for their employees’ mental and
physical health because they had established personal
friendships (as per Linnan et al. [22]). This seemed to be
a very salient theme for employers from smaller busi-
nesses where participants interacted directly with their
employees and developed close personal relationships.
Participants from larger businesses did not mention
friendship; this may be the product of a corporate cul-
ture that physically and corporately separates owners,
managers, and workers. While employers from larger
businesses may not be working directly with many of
their employees, friendships do exist among team
members that resemble small business employer atti-
tudes towards their staff. It is possible that within larger
organisations opportunities may exist for team leaders
and supervisors to positively influence their group
members’ health behaviours (as per Harter et al. [40]),
although this requires further investigation.
Two integral components of a healthy workplace are the
health of employees and the performance of workplaces
[41]. Productivity is linked with profitability and when
workplace health promotion is presented as a productivity
measure, employers view it as a financial return on invest-
ment decision [9]. However, there is at best modest and
not well quantified evidence that implementing a health
promotion initiative in the workplace increases productiv-
ity or profitability [9, 17]. In this study, when the promo-
tion of workplace health and wellbeing was presented to
employers as a way to positively influence their employees’
lives, and financial considerations were put to one side,
those who had previously expressed nanny state concerns
unexpectedly became enthusiastic about the introduction
of health-promoting initiatives. With financial barriers re-
moved, participants did not consider the financial return
on investment and shifted their focus to generating a
range of workplace health strategies and how they might
be implemented, rather than focusing on the productivity
justification for introducing these types of initiatives.
Given the wide range of workplace health promotion
strategies that can be introduced with little or no cost, fur-
ther investigation into the potential for moving away from
a return to investment approach is warranted. This may
lead to gains in workplace health promotion uptake.
Finally, the morale of the workforce was an important
perceived benefit associated with healthy workers, they
were more likely to consider their implementation if
they believed these types of initiatives would improve
the health or morale of their employees and whether the
company could afford the implementation costs. These
findings support efforts to be clear about the benefit of
each strategy as well as the non-financial rewards of
implementing strategies.
Strengths and limitations
As the findings presented are qualitative in nature, it is
not possible to generalise the information provided be-
yond the scope of the sample participating in the re-
search. In particular, the views expressed may not be
representative of employers from other areas within the
country or internationally. However, the data generated
provide important information that can assist health
promoting organisations, researchers, practitioners, in-
surance companies, occupational physicians, various
government departments, and labour unions to more ef-
fectively generate interest and action from employers.
Future research could be directed towards testing and
quantifying these themes so as to advance an under-
standing of the pathway to successful workplace health
and wellbeing initiatives, programs, and policies. This
would help to improve the capacity of workplaces want-
ing to effectively implement healthy changes and gener-
ate information that more clearly explicates the drivers
of this type of change in the workplace.
Conclusions
The results of this study indicate that several factors influ-
ence employers’ views on the appropriateness of workplace
health and wellbeing initiatives and it is important to
understand how best to target employers from different
business sizes, industries and geographical locations. When
it comes to influencing employees’ health and wellbeing be-
yond the scope of occupational health and safety, a multi-
faceted approach involving education about what workplace
health and wellbeing encapsulates is warranted. Further, in-
formation on the potential benefits of the promotion of
workplace health and wellbeing aligned with perceptions
relating to healthy and unhealthy workers may be necessary
to contextualise information provided. Finally, different
workplace circumstances must be given consideration
when designing initiatives and interventions.
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